patient will become 'job enrichment' for GPs or giving a bed bath 'job enrichment' for nurses?
To deploy staff in accordance with these principles must result in more frequent breaks in continuity. Not only is the efficiency so gained a doubtful quantity, but what gains there are must be neutralized by losses in continuity. These will have a far greater effect in reducing the quality of care than any gains in material efficiency can have in raising it. The closer cooperation that can be achieved in groups is undoubted, and this must be the main justification for their existence. But I would plead that the organization of group practice should be such as to avoid the development of teams and specialists while promoting the development of continuity and cooperation. I would propose the idea of a general practice unit; a basic brick, out of which, in this country, primary care could be fashioned. This unit should comprise one doctor, one nurse and one receptionist. They should have a suite of rooms and a telephone for their exclusive use. They should cooperate closely in providing care for a defined group of patients. When I say doctor, I mean a GP with no pretensions to being a specialist. When I say nurse I mean a nurse who is a midwife and a health visitor too. When I say a receptionist I expect her to be able to type a letter and keep the practice accounts. This I believe is a practical and logical expression of primary medical care based on an understanding of the philosophy and psychology of the act of consulting.
In conclusion I should simply like to restate my theme, perhaps more courageously now that you have heard all the arguments that support it. The idea of continuing care is not merely tc create a cosy milieu in which patients may receive our attention. It is to create a situation which promises many real gains for both ourselves and our patients. The doctor can look forward to lower workloads, easier relationships with his patients and greater satisfaction in his work. The patients can anticipate an easier relationship with their doctor, a high quality of care and the safety of their confidences.
Anything which threatens continuity, in however small measure, should be questioned very closely. It seems to me that in the past we have not done this often enough. This has most often happened because we have been seduced by exciting new ideas from the field of industrial management. The management of industry has been a remarkable success story. But that is not to say that every idea relevant to industry will be relevant in all fields of human activity including general practice. Indeed, some of the ideas we have used are not only unsuited to the management of primary medical care but are losing ground in the very industries that initiated them. It is time we looked again at our traditional ways of providing primary care before it is too late to identify the essential features of their success and relevance. There is sometimes, I believe, a tendency to accept too unquestioningly the fashions of contemporary thought, and I think it is useful to try to put these in perspective by considering the forces which have in fact moulded our present institutions. Let us try to recall the great national debate which followed the publication of the Beveridge report in 1942, and preceded the passing of the National Health Service Act in 1946. As far as general practice was concerned it was abundantly clear that the people of this country wanted two things: Firstly, they wished themselves to be able to choose their own general practitioner; there was no question of them being willing to accept a practitioner chosen for them by some authority. Secondly, they were absolutely determined that their general practitioner, once chosen, should be accountable to no other higher authority for the advice he gave them, for what is the good of choosing a man if he has to do what he is told?
The general practitioner and the hospital consultant are, I believe, absolutely unique in a state-provided professional service in that they are accountable to no higher professional authority for the advice they give or for the work that they do, but it is important to remember that this enviable position is not something that doctors have achieved for themselves because it was what theythe doctorswanted: it is something the people of the country have demanded in their own interests, and it is derived from their absolute determination to have the doctor of their choice who is able to give them the advice which seems to him to be best without any other considerations.
Section ofGeneral Practice
In the words of any 1946 National Health Service Act, section 33: 'It shall be the duty of every Executive Council in accordance with the regulations to make with respect to their area arrangements with medical practitioners for the provision by them from the appointed day, whether at a health centre or otherwise, of personal medical services for those persons in the area who wish to take advantage of the arrangements.'
In paragraph 6 (1) of the 1948 Terms of Service we read that 'a practitioner is required to render to his patients all proper and necessary treatment'. In paragraph 8 (1) we read:
'Save as provided in this paragraph in the case of partners and assistants, all treatment shall be given by a practitioner personally, except where he is prevented by reason of other professional duties, temporary absence from home or other reasonable cause.' and in 8 (2): 'A practitioner shall make all necessary arrangements for securing the treatment of his patients where he is unable for any of the causes mentioned above to give treatment personally and shall inform the Council of any standing arrangements for that purpose. He shall not absent himself from his practice for more than one week without first informing the Council of his proposed absence and of the person or persons responsible for conducting his practice during such absence.' and in 8 (3) (b):
'A practitioner shall not, except for a period of less than three months, employ an assistant without the consent of the Council or, on appeal, the Medical Practices Committee, to the employment of an assistant.' Throughout these arrangements there is an emphasis on the patient choosing the doctor who will then accept responsibility for giving advice when it is required. Paragraph 8 (1) provides that a doctor shall give treatment personally, and in its subsections defines the circumstances in which exceptions may be made and treatment may be given by a partner, an assistant or a deputy.
It must, however, never be forgotten that a general practitioner's freedom from accountability to any superior authority for his clinical decisions and clinical advice is only a corollary of the right of the patient to choose an individual doctor; if this right were ever whittled away by the suggestion that the patient was not a patient of an individual doctor who accepted the full responsibility for his medical advice but a patient of a partnership or of a group of doctors, then the basis for the clinical autonomy of the doctor would be destroyed and it would not be very long before clinicians were accountable to other superior clinicians for what they did, and this accountability would stretch right up to the apex of the National Health Service.
There is to my mind no concept today more fraught with danger for the entire profession than the idea that the patient chooses not a doctor but a group of doctors or a partnership of doctors on whose common list he asks for his name to be included.
In the report on general practice in Camden1 an attempt was made to define some indicators of quality in general practice. It was reported, I think probably quite accurately, that these indicators of quality were found most frequently in the practices of young doctors, and that these young doctors tended to practise more commonly in groups. From this it was argued, I believe quite fallaciously, that the best general practice was to be found in fairly large partnerships and groups. One can imagine the reaction that this caused amongst those who practised in Camden single-handed or as members of small partnerships. Sufficient time has now passed for us to look at the report objectively and without emotion and consider whether or not the central thesis is accurate.
Is the best general practice provided by large partnerships or groups? I think we all agree that the basis of the relationship between the patient and the doctor is the consultation, and that the basis of the consultation is communication: first from the patient to the doctor and then from the doctor to the patient. It seems to me incontravertible that the more people involved, the more imperfect does communication become. That is why I have never entirely accepted the currently fashionable concept that primary medical care can best be provided by a teamby a large organization. The reverse is in fact probably true. Peter Mansfield first pointed out to me that if you put two dots on a piece of paper and let each represent an individual, the channel of communication between them is represented by a single line; for three dots there are three lines; for six dots, 15 lines. If there are eight dots, eight individuals involved in any process, there are twenty-eight separate channels of communication if each is to be in direct contact with the other. Journal ofthe Royal College ofGeneral Practitioners 22, Supplement No. 3 The complexity of communication, which increases so rapidly with the number of people involved, accounts for many of the difficulties which patients and doctors alike experience when the consultation takes place in a large, and therefore to some extent impersonal, organization. I looked after a full list of 3200 patients with the aid of a very part-time assistant, a nurse, a part-time secretary and a cleaner. The time I spent in administration was minimalprobably not more than twenty minutes a week. I have no figures to substantiate what I am about to say but I have been told frequently by doctors whose partnerships have expanded that they spend a greater and greater proportion of their time in administration. When six or ten doctors come to practise together the administration increases to the extent that a full-time practice manager has to be employed: here is a full-time administrator being employed to solve the problems which would never have arisen if the unit had not been so large.
It is not only administration which increases with larger organizations. It has frequently been reported to me by doctors who have entered large groups that serious inroads have been made on the time spent on their clinical work by the number of case conferences and discussion groups they are required to attend with the attached nurses, health visitors and social workers. Again the question must be asked: is this sort of activity the most socially profitable use of a doctor's time?
I have given at some length the reason for my belief that, as far as primary medical care is concerned, the relationship between a patient and the National Health Service is a relationship with one individual doctor on whose list the patient's name is included. If the time were ever to come when this was not the accepted relationship then the clinical autonomy of the doctor would very soon be lost.
Given this relationship, what is the most efficient unit for the delivery of primary medical care? I am quite satisfied that it lies between a single-handed practitioner and a partnership of three. Looking at it entirely from the patient's point of view, I believe that the best service is provided by a single-handed practitioner: this is the man whom he has chosen and whose advice he will receive when it is needed.
I once asked a doctor who practises both in a health centre and in a consulting room in his own house where patients who lived at an equal distance between the two places preferred to come for a consultation. He told me that patients invariably preferred to see him at his home, but that the majority could be persuaded to attend the health centre because it was more convenient for the doctor. The patient's preference for a consultation in a small unit deserves further study.
There is also the intense satisfaction, known only to the single-handed practitioner who has started by putting up his plate, of having a complete knowledge of his practiceof knowing all the patients who have sought advice personally and being able to recall from personal involvement the different episodes in their history.
A doctor recently told me that twenty years ago he had started as a single-handed GP in London. His practice had developed and prospered and there were now four partners and a very large list. Although he counted himself fortunate in his partnershe had a most happy relationship with themhe had none of the joy in his practice which he had formerly known. He did not know the majority of the patients, he felt there was not the same continuity in their care, and as senior partner he spent an increasing proportion of his time in the administration of his practice. He looked back with pleasure to the days when he had been single-handed, knew all his patients and had accepted personal responsibility for the advice that they were given. Such was this doctor's obvious sincerity that I was not surprised to hear that he had applied for and been awarded a single-handed Executive Council vacancy and had resigned from his partnership.
On the other hand, there are important professional disadvantages for the single-handed practitioner. First amongst these is the loss of the intellectual stimulation which is provided by working with a colleague, and the intolerance of criticism which becomes apparent in those who have worked too long on their own. There is also the very great disadvantage of not having known and trusted colleagues to cover for time off duty and for holidays. I believe that the best balance between these conflicting considerations is struck by a partnership of two or three, practising from group practice premises which preferably they themselves own. If more than three doctors come to practise together the difficulties in communication and the increasing problems of organization and administration outweigh the advantages. In this belief I am fortified by the opinions of the majority of those general practitioners who have been elected to represent their colleagues on the Inner London Local Medical Committee.
